Two middle-aged patients are reported who came to laparotomy with a presumptive diagnosis of small bowel tumour. There was no overt evidence of small bowel obstruction in either case. They were found at laparotomy to have intussusception of an invaginated Meckel's diverticulum. This condition should be considered in the differential diagnosis of ileal tumours.
Introduction
Meckel described the congenital diverticulum that bears his name in 1809, and it has remained something of a surgical curiosity ever since. It is present in approximately 2% of the population (Perne 1959) , but only some 4% of these became symptomatic (Soltero & Bill 1976) . Thus one in 1250 people may be expected to develop symptoms from a Meckel's diverticulum.
When symptoms do arise, they are nearly always the result of inflammation, haemorrhage or intestinal obstruction (Moore & Johnston 1976 , Yamaguchi et al. 1978 . Obstruction is usually due to the congenital mesodiverticular band but occasionally results from intussusception. Between 4 and 14% of the complications of Meckel's diverticulum can be attributed to intussusception (Moore & Johnston 1976 , Yamaguchi et al. 1978 , which generally produces small bowel obstruction in infancy (Soltero & Bill 1976) . We outline two cases of intussuscepting diverticula presenting without overt small bowel obstruction in middle age and thus presenting diagnostic conundra.
Case reports
Case 1: A 55-year-old man presented with a 6-year history of occult gastrointestinal bleeding and intractable iron-deficiency anaemia. He had intermittent colicky abdominal pain and vomiting. Radiological and endoscopic investigations of the upper and lower gastrointestinal tract were repeatedly negative, as was a barium follow-through examination. Clotting studies and an autoimmune profile were normal. Despite regular supplementation with oral iron, his haemoglobin level consistently fell. He was admitted to the Bristol Royal Infirmary for further investigation. Laparoscopy showed no abnormality. A pertechnetate scan of the abdomen showed a streak of high activity to the right of the midline (Figure 1 ). Inferior mesenteric angiography was normal, but superior mesenteric angiography showed an area of increased vascularity with a dense blush in the proximal ileum, which was thought to represent a leiomyoma (Figure 1) .
At laparotomy, an intussuscepting lesion was found in the distal ileum, and this was locally resected ( Figure 2 ). The remaining viscera were entirely normal. Pathological examination revealed that the lesion was an invaginated Meckel's diverticulum. At the apex of the diverticulum was an ulcerated 'tumour', which contained exocrine pancreatic tissue and a small focus of pyloric-type gastric mucosa without ulceration. Following resection the patient has maintained a normal haemoglobin level. Case 2: A 47-year-old man presented with a 2-month history of change in bowel habit. Frequent loose motions were accompanied by the passage of mucus but no blood; there were occasional episodes of lower abdominal discomfort. Following normal sigmoidoscopy a barium enema examination revealed no lesion in the colon. Reflux of contrast into the terminal ileum showed an enteric 'tumour', which was confirmed on small bowel enema (Figure 3) . At laparotomy the lesion was found to be a completely invaginated and intussuscepting Meckel's diverticulum. Local enterectomy was performed. Histological examination revealed the presence of ectopic gastric mucosa (pyloric-type) in the diverticulum. The patient has remained asymptomatic ever since.
Discussion
Both these patients are highly unusual, in that they came to laparotomy with a presumptive diagnosis of small bowel tumour. Indeed, in the first case the diagnosis remained in doubt until the histological report was received. This case represents occult bleeding from ulcerated pancreatic tissue in an inverted, intussuscepting Meckel's diverticulum. We can only find one similar case reported (Boldero 1978) , and indeed occult bleeding from a Meckel's diverticulum seems to be extraordinarily rare (Farthing et al. 1981) . Moses (1947) made no mention of occult bleeding in a collective review of 1605 cases. Frank haematochezia is a well recognized complication of Meckel's diverticulum (Moore & Johnston 1976 , Yamaguchi et al. 1978 ) and usually results from peptic ulceration in gastric (oxyntic) mucosa. In our first case, however, it was not the gastric (pyloric) mucosa that was ulcerated but the exocrine pancreatic tissue, which acted as the apex of the intussusceptum. Although abnormal, the appearance on the pertechnetate scan was not characteristic of a Meckel's diverticulum owing perhaps to distortion by the intussusception. Since oxyntic mucosa was absent, it must be presumed that the lesion was actively bleeding at the time of the scan. The arteriogram localized the lesion that had been missed on small-bowel followthrough, although the precise diagnosis and the level of the lesion were misinterpreted.~~~~~~~~~~~~~~~~~. The second patient, who presented with change of bowel habit and normal colonic investigations, could easily have been thought to have irritable bowel syndrome. Fortunately barium refluxed through an incompetent ileocaecal valve and revealed the abnormality in the terminal ileum.
Both these patients were misdiagnosed as having ileal neoplasms. These lesions are uncommon but well recognized (Williamson et al. 1983) , as are neoplasms of Meckel's diverticulum (Weinstein et al. 1963) . Invagination and intussusception of a Meckel's diverticulum should clearly be included in the differential diagnosis of ileal tumours.
